predisposing factor for metastasis on the dominant side. 3, 5 Osseous metastases to the hand are most commonly caused by bronchogenic carcinoma, whereas foot metastases are more often seen with tumours originating in the gastrointestinal or genito-urinary tract. 3, 6 Laboratory findings in metastatic carcinoma are usually unhelpful, although hypercalcaemia is frequently seen with multiple lesions.
X-ray appearance usually shows a destructive permeative lesion. Thyroid and renal carcinomas frequently produce lytic lesions, and prostate carcinoma is classically associated with blastic secondaries. Mixed lytic and blastic deposits are most often seen with malignancies of the lung and breast.
Staging
This part of the management is essential, since the extent of spread of the primary tumour plays an important part in the prognosis of the patient. It should be remembered that 50% of patients presenting with an acrometastasis have pulmonary involvement at presentation. 3 In patients with an unknown primary tumour who are suspected of having metastatic disease, a bone scan is generally used to assess the presence or absence of osseous abnormalities and multiplicity of lesions.
False-negative examinations can still occur in very aggressive bone destruction or in debilitated patients who are unable to mount a bony response to the presence of the tumour. The hand is also a site of unremembered past trauma, and false-positive results that are radiologically negative and clinically asymptomatic are common. 7 Positron emission tomography (PET) is now used in the staging of malignancies. FDG-PET has been shown to improve specificity compared to bone scintigraphy in patients with breast cancer. 8 Computed tomography (CT) scans of the hand have a limited value since they lack resolution in this limited space. Magnetic resonance imaging is useful in evaluating marrow disease and extra-osseous extension of the tumour.
Tissue diagnosis should be obtained by fine needle aspiration cytology (FNA). 9 FNA has many advantages. It is easy to perform and has a negligible risk of tumour spread. It is highly sensitive and specific allowing adequate pre-operative planning. Incisional biopsy should be rarely performed and a core biopsy should be attempted beforehand.
Treatment
The treatment should be focused on relief of symptoms and restoration of functional capacity with a short rehabilitation time and allowing early treatment of the primary tumour.
Acrometastases have been treated with various modalities including systemic chemotherapy, curettage, radiotherapy and amputation.
In the hand, the resection is limited by inadequate volume of normal tissue around the tumour mass. Most acrometastases occur in the distal phalanx which is part of the larger digital compartment. The flexor tendon and its sheath is part of the compartment as far proximally as the midpalmar space. 7 The extensor tendon goes only as far as the metacarpophalangeal joint. Metastases become quickly extracompartmental and, in the majority of cases, a minimum radical disarticulation of the ray is required to achieve a good resection margin.
Lesions may sometimes be so large at presentation that they are unresectable without disfiguring amputation and, in some cases, an unacceptable degree of functional disability (Table 1) . In these circumstances, radiotherapy, curettage or limited marginal excision with adjuvant radiotherapy are all options to be considered. 10, 11 In the series reported by Healey et al., 3 one of five patients treated with curettage developed recurrent local symptoms and needed a second surgical procedure, while one in four avoided amputation.
After ray resection, cosmesis is usually pleasing. Functionally, depending on the digit, the patients do not loose small objects from the hand. However, grip strength is usually weaker. 12, 13 Metastatic lesions to the hand are rare and account for 0.1% of all metastasis. 1 The most common primary sites The distal phalanx, specially the thumb, is the most common site for metastasis in the hand, and the carpus is the rarest. Foot metastases most frequently involve the tarsal bones and metastases to the phalanges are rare. 2, 4 The importance of acrometastases is that they can be a manifestation of occult silent primary tumour. These usually present as acute inflammatory lesions 10 and are frequently misdiagnosed. They can mimic other pathology such as cysts, gout, ganglia, osteomyelitis, tuberculous dactylitis, pyogenic granuloma and primary skin tumours. 1, 5, 14, 15 The surgeon must always be suspicious of metastatic disease when presented with an enlarging mass or lytic lesion in hand or feet.
In previous studies, there was no statistical significance in the survival of the patients according to the different sites of the acrometastasis or the histological diagnosis. The age and number of acrometastases also were not significantly correlated with the duration of survival.
With recent advances in the management of cancer and prolonged survival, the clinical course of patients with metastatic disease is more likely to be prolonged and accompanied by morbidity. The complexity of the clinical problem requires adequate staging and a multidisciplinary approach for adequate management of the primary tumour and to achieve local control of the metastases.
Of particular importance in the hand, the patient and the surgeon must set their priority between local control versus preservation of function. In tumours with poor response to radiotherapy and chemotherapy, a more aggressive surgical strategy should be adopted.
Case report
We describe a case of an 82-year-old, right-handed man who presented to casualty with a 3-week history of a swollen, erythematous, tender, enlarging mass over the distal phalanx of his right ring finger (Fig. 1) . There was no history of trauma. The patient was being treated with antibiotics by his general practitioner who suspected an underlying infective cause for the lesion. Casualty referred the case as an osteomyelitic ring finger. Further questioning revealed no additional features. There were no systemic manifestations such as weight loss, rigors or altered bowel habit.
The primary investigations undertaken were blood tests. His full blood count, renal and liver profile were within normal range. Alkaline phosphatase (146 U/l) was slightly raised and he had an erythrocyte sedimentation rate of 2 mm/h.
Radiographs, which showed a destructive lesion at the tip of the distal phalanx, were shown to one of the senior authors in passing in casualty (Fig. 2) . He examined the patient finding a mobile mass. A metastasis or primary tumour was suspected and a tru-cut biopsy and staging investigation arranged including CT of chest, abdomen and pelvis. Histology showed a mixed adeno/squamous carcinoma picture. The CT of the abdomen showed a 4.2 × 2.6 × 2.1 cm mass in the posterior wall of the stomach (Fig.  3) . The features were suggestive of a gastric carcinoma with evidence of transmural invasion, regional lymphadenopathy, and possible lung metastasis. A bone scan was also performed looking for metastatic lesions; this was negative.
While undergoing staging, the lesion was clinically increasing in size to involve the finger more proximally to the proximal PIP joint crease. A ray excision of the ring finger was performed. Histology showed a moderately differentiated metastatic adenocarcinoma involving the dermis, consistent with a gastric primary. This was confirmed on gastric biopsy (mucinous adenocarcinoma moderate-to-poorly differentiated)
One year later, the patient, having refused chemotherapy, is completely asymptomatic with a good function in his dominant right hand, and no restriction to his activity.
